sity as well as the effect of parental ACE on factors contributing to child resilience, such as parenting style and attachment. If these associations prove to be predictive, screening for parental ACE in pediatric practice would allow for early intervention to increase family resiliency and minimize risk for current child adversity.
Prompted by a growing body of evidence demonstrating the significant lifelong effect of adverse childhood experiences (ACEs) and toxic stress, health care professionals have begun to address these issues more directly. [1] [2] [3] The parental history of ACE may serve as a marker of risk for child adversity, thus offering opportunities for early intervention to prevent ACE or ameliorate the negative outcomes associated with ACE. However, associations between parental ACE and child adversity are not well described. Previous studies primarily examine associations between maternal childhood maltreatment and child behavioral health. This study examined associations between parental ACE and child current adversity.
Methods | Administrative data obtained from an urban Midwest Head Start center were analyzed. The Head Start center serves as many as 400 primarily African American children (81%) aged 6 weeks to 5 years. Single mothers head 94% of households. Twenty-three percent of children are homeless and 88% of families live below federal poverty guidelines. Data were obtained from an intake survey developed and administered by the Head Start center in 2012 to better understand parental ACEs and child adversity. Parents of children at the center were surveyed using the Felitti et al 4 9 ACE questions. Questions developed by the center assessed current child adversity, including prolonged separation from parents, neglect, homelessness, death of a family member/close friend, and exposure to community violence, family violence, household criminal activity, or household substance abuse. The data set did not contain demographic data. The institutional review board at Children's Mercy Hospital reviewed this study and determined it to be exempt.
Results | The data set contained information for 215 parents (81% response rate; 1 survey administered per family). Fifty-one parents (23.7%) had an ACE score of zero, 92 parents (42.7%) had an ACE score of 1 to 3, and 69 parents (32.1%) had an ACE score of 4 or higher. Compared with a parental ACE score of zero, parental ACE scores of 1 to 3 and more than 4 were associated with increasing likelihood of child adversity (Table) .
Discussion | In this retrospective analysis of a Head Start population, there was a strong positive association between parental ACE and child adversity. This association was strongest among parents with an ACE score of 4 or more, indicating a dose-response relationship. Lack of demographic data limited our analysis; however, the center's client population was strongly homogenous for race/ethnicity and socioeconomic status. A significantly higher proportion of survey respondents had an ACE score of 4 or more compared with African American individuals and the general US population in other studies. 4, 5 Further studies should examine the role of parental ACE as a contributing factor in high-risk pediatric populations. Identification of parental ACE may enable early targeted interventions for children at particular risk for exposure to adversity, toxic stress, and associated negative outcomes. Approaching pediatrics as a 2-generation practice through routine assessment of parental ACE may enable physicians to better address risk for and consequences of ACE.
6 Parents who have experienced toxic stress themselves may have difficulty providing the safe, stable, and nurturing relationship that is key for resilience in a child. Assessment for parental ACE may identify specific resource needs (eg, trauma-focused adult mental health services and parenting interventions) that, when met, may enable a parent to develop a safer, more stable and nurturing relationship with their child. Future studies should further explore the association of parental ACE and child adver- 
Association Between Long Telomere Length and Insulin Sensitization in Adolescent Girls With Hyperinsulinemic Androgen Excess
The centile of telomere length from early adulthood until senescence is mainly set between early gestation and adolescence. 1 Hyperinsulinemic androgen excess (HIAE) is the most prevalent endocrinopathy of adolescent girls and is frequently driven by an absolute or relative excess of fat. 2 Hyperinsulinemic androgen excess in adolescence is associated with a higher risk for a broad range of endocrine, metabolic, and cardiovascular complications later in life.
3
Hyperinsulinemic androgen excess is traditionally treated with an oral contraceptive (OC; even when contraception is not an issue) that silences the ovarian androgen production, generates a pharmacological rise of circulating sex hormonebinding globulin, and leads to a condition of hyperestrogenic anovulation with regular pseudomenses.
2,3
Early and prolonged insulin sensitization may become an alternative treatment because it cannot only attenuate the androgen excess (as OCs do) but also has anti-aging effects, such as lowering total, abdominal, visceral, and hepatic adiposity, attenuating low-grade inflammation, reducing intima-media thickness, and normalizing ovulatory function and menstrual regularity.
2 The latter benefits may require the addition of an intrauterine device for contraceptive purposes. Differential telomere lengthening might allow insulinsensitizing interventions to exert more long-term benefits compared with OCs in adolescent girls with HIAE.
Methods | We measured leukocyte telomere length (LTL) by quantitative polymerase chain reaction in nonobese girls with HIAE who participated in a first randomized trial (OC vs insulin sensitization; ISRCTN45546616) across 24 months (18 months receiving treatment and 6 months not receiving treatment; Figure) . This study was approved by the institutional review board of the Hospital Sant Joan de Deu, University of Barcelona, Spain. Participants provided written informed consent. The compared interventions were ethinyl estradiol cyproterone acetate vs a low-dose combination of 7.5 mg/d of pioglitazone, 62.5 mg/d of flutamide, and 850 mg/d of metformin (PioFluMet). Results in treatment groups indicate a slow on-treatment divergence followed by the rapid posttreatment convergence of telomere lengths. a P = .01. b P = .003 for differences between groups in changes from start (by 2-sided t test).
